Introduction

Concepts and Definitions of Health and Disease
In order to achieve a deeper understanding of the cultural, social, and ethnic beliefs regarding oral health and disease, oral health and disease need to be defined. Only then can a comprehensive portrayal of oral health beliefs and cultural phenomena affecting oral health be visualized.
The World Health Organization (WHO) defines health as a "state of complete physical, mental, and social well being and not merely the absence of disease." 1 The American Heritage Dictionary (1976) 2 defines health as follows:
1. The state of an organism with respect to functioning, disease, and abnormality at any given time. 2. The state of an organism functioning normally without disease or abnormality. 3. Optimal functioning with freedom from disease or abnormality.
In 1860 Florence Nightingale described health as "being well and using one's powers to the fullest extent." 3 Murray and Zentner defined health as "a purposeful, adaptive response, physically, mentally, emotionally, and socially, to internal and external stimuli in order to maintain stability and comfort". 4 Rogers described health as "symbolic of wellness, a value term defined by culture or individual". 5 Today, even experienced healthcare providers may be unable to provide a comprehensive, acceptable answer to the question, "What is health?" without the use of some form of medical jargon. Rosenstock stated health professions are becoming increasingly aware of the lack of clarity in the definition of health. 6 Spector notes the framework of both education and research in the health professions continues to rely on the more abstract definitions of the word health. He further states when taken in a broader context, health can be regarded not only as the absence of disease but also a reward for "good behavior" while illness is a punishment for "bad behavior." An example of a "bad behavior" can be not brushing or flossing the teeth. 1 Spector further notes these concepts of health and illness are rarely, if ever, discussed in the modern education of healthcare providers. 1 Students enter healthcare with their own culturally based concept of health and illness. However, through the educational and socialization process in the professions, healthcare providers shed these beliefs while adopting a more standard definition. Spector indicates in addition to shedding these cultural beliefs, healthcare providers who do not accept the prevailing, institutional connotation of the words health and disease 1 are viewed as deviant.
Disease and illness tend to be regarded as the absence of health. The American Heritage Dictionary (1976) defines illness as "sickness of body or mind. Obsolete. Evil; wickedness." Kozier provides a more contemporary definition of illness as "a highly personal state in which the person feels unhealthy or ill, may or may not be related to disease". 7 Illness can be a synonym for disease or it can be a person's perception of having poor health.
Disease is an actual physical, pathophysiological process which can cause an abnormal condition e of the body or mind. Illness and disease are not necessarily the same. Most people who have a disease will feel they have an illness, while others will feel perfectly healthy. A third group (although small) may claim illness although they do not actually have a disease. 8 People could have caries and periodontitis and in danger of losing their tooth, yet they feel perfectly well and believe they do not have an illness. Spector defines health as the balance of the person, both within one's being -physical, mental, spiritualand in the outside world -natural, communal, and metaphysical. Illness is in the imbalance of one's being -physical, mental, and spiritualand in the outside world -natural communal, and metaphysical.
1 This is the perception of health and illness in a traditional sense and the way in which it is determined within most traditional cultures. There are differing perceptions of health and illness by the healthcare provider and the patient. These differences may account for the healthcare provider's misconception that services are used inappropriately and people do not care about their health.
A total of 174.1 million, or 62% of the population, were between the 18 and 64 years of age. The percentage of under 18-year-old populations was greater than the total population among Blacks, American Indians, and Hispanics. A total of 35 million people or 12% were age 65 or over. The percentage of the 65-years-of-age or more population was the greatest among White nonHispanics. Poverty: Poverty can be viewed from anthropological, cultural, demographic, economical, educational, environmental, historical, medical, philosophical, policy, political, racial, sexual, sociological, and theological points of view. The United States Bureau of Labor Statistics counts the poor and describes the poor by age, education, location, race, family composition, and employment status. The federal government's definition of the "poverty threshold" is based on a pretax income only, excluding capital gains, and does not include the value of noncash benefits, such as employer-provided health insurance, food stamps, or Medicaid. 11 The poverty level for an average family of four was $18,100 in 2002, $8,860 for the first person and $3,080 for each additional person. 12 The poverty rate was 11.3%, meaning 31.1 million people were poor in 2000. The Black poverty rate was 22.1%; Hispanics 21.2% and the Asian poverty rate was 10.8% while White and non-Hispanics is at an all time low of 7.5%. 13 The white majority is aging and shrinking and has the lowest poverty rate. Black, Hispanic, Asian, and American Indian populations are young, growing, and make up for the majority
Cultural Perceptions of Oral Health
Oral health involving the orofacial complex exists in biologic interrelationship with the entire body and as a result is influenced by general health. Darby and Walsh describe health as a state of well-being with both objective and subjective aspects that exist on a continuum from maximal wellness to maximal illness. 9 A persons' health may change along this continuum under the influence of biologic, psychological, spiritual, social, and cultural factors that are interrelated and fluctuate over time. 9 Oral health can have an effect on general health through oral infections and conversely oral health is an indicator of individual systemic health. For example, oral cancer and its complications due to antibiotic therapy is a systemic disease that can produce oral changes. According to Darby and Walsh the oral cavity is analogous to other body cavities; its health status is governed by the same physical and chemical laws and physiologic principles and can be affected by the same social, cultural, psychological, and spiritual factors as other body cavities. Oral health is defined as the oral condition resulting from the interaction of individuals with their environment, under varying levels of human needs fulfillment. 
Demographic Diversity of the US Population
Healthcare providers in the twenty first century are at the cutting edge of great demographic, social, and cultural changes. Moreover, many of these changes are playing an important role in the delivery of healthcare to clients, their families, and the community. In 1990 people of color (all ethnic groups other than white) constituted 19.7% of the population; in 2000 the percentage rose to 30% of the population and is rapidly growing. 10 In 2000 the population of the United States was 281,421,906 representing an increase of 32,712, from 1990 with 25% of the population consisting of people of color. The White nonHispanic population in 2000 was 75.1%; the Black population alone was 12%; the Native American, Eskimo, and Aleut together were 0.9%; and the Asian/Pacific Islander population was 3.6%. The Hispanic population of any race represented is 12.5%. of Americans in poverty. It is imperative for healthcare providers to gain an understanding of and be sensitive to cultural differences among patients. They should also be aware of the affect these differences have on patient beliefs about health and illness and their personal practices related to their healthcare needs.
Barriers to Utilization of Oral Healthcare Services
Many problems exist within today's healthcare delivery system. Some of these are global problems affecting everyone while others are specific to the poor and to the emerging majority of populations. Spector states the healthcare delivery system fosters and maintains a childlike dependence and depersonalized condition for the consumer. 1 The media and many dental companies have focused the attention of the public on cosmetic dental care to achieve the perfect smile. Advertisements advise viewers of tooth whitening products and procedures for bleaching, electric toothbrushes, and straightening teeth. At the same time, regular visits to the dental office are often overlooked even though it is critical to maintaining oral health.
One of the Healthy People 2010 objectives focuses on improving oral health and significant improvements have been made. According to the data from the National Center for Health Statistics, the percentage of adults and children with oral health problems such as dental caries and periodontal disease has decreased in recent years.
14 While overall dental health has improved, dental insurance coverage has not increased. Only 44% of persons in the United States have some form of private dental insurance, most with limited coverage and with high co-payments while 9% have public dental insurance such as Medicaid and the Children's Health Insurance Program, 2% have other dental insurance, and 45% have no dental insurance. 14 Socioeconomic and insurance status has an affect on the utilization of preventive care. Poor adolescents are less likely than near-poor and non-poor adolescents to visit the dentist and to have dental sealants in place. [15] [16] Moreover, lowincome adolescents, especially those living near poverty, are less likely to have dental insurance (51%) than are either their higher-income peers (65%) or those living below the poverty level (60%).
14 Children and adolescents without dental insurance are three times more likely to have unmet dental needs than are children with insurance, public or private. 13 However, it is important to note, according to one recent study of much younger children, access alone does not appear to account for the socioeconomic disparity in dental disease burden. 17 This study surveyed first-grade children in Nova Scotia , Canada where all children are covered by one insurance program that provides basic preventive, restorative, and surgical services. Despite this universal '"access"' to professional dental care, children whose parents had low educational attainment had more carious teeth than did children whose parents had completed higher levels of education. This suggests other factors such as dental hygiene behaviors and/or dietary composition also shape the socioeconomic disparities in dental health. 16 In 2002 the Community Health Data Base's Southeastern Pennsylvania Household Health Survey (SEPA) suggested lack of dental coverage and cost are principle barriers to maintaining oral health but may not be the only barriers to dental healthcare. SEPA found one out of three adults in Southeastern Pennsylvania have not been to the dentist in the past year (32.6%), which represents approximately 937,600 adults in the region. Poor adults were more likely to have gone without dental care in the past year than non-poor adults (57.7% vs. 29.6%). Minority adults are also more likely to go without dental care. Compared to 28.2% of white adults, 40.6% of Asian, 42.1% of Hispanic, and 44.5% of African American adults have not been to the dentist in the past year.
SEPA data indicates 33.1% do not have dental coverage; among those who do have dental coverage, many may have inadequate coverage with high co-payments and limited benefits, which may limit their access to dental care. Among the adults without dental coverage, 39.3% cited cost as the main reason why they did not visit the dentist during the past year. However, the survey found cost and lack of insurance were not the only reasons people did not visit the dentist regularly. In many cases, one of the most difficult barriers is getting adults to understand the need to prioritize dental health. According to SEPA, the adults who have dental coverage but did not go to the dentist in the past year, 25% said they "don't need [dental care]", with 13.6% stating they did not have enough time, and another 10% stating they just weren't motivated to go. Other reasons included, "not having a dentist," "just not thinking about it," or a fear of the procedure. The SEPA survey concluded adults with dental coverage are choosing not to visit the dentist regularly as well as the high percentage of adults without coverage who are not going to the dentist for reasons other than the cost. In some cases this may due to a lack of health literacy, language, cultural, or financial barriers. The survey suggested the healthcare community may not have fully educated people as to the importance of dental health and must teach adults to prioritize dental health.
Transcultural Barriers to Implications of Oral Health Messages
Barriers to Utilization of Health Messages
Effective verbal and nonverbal communications are critical aspects of all phases of the dental hygiene care process. Failure to communicate effectively and appropriately can result in misunderstanding, lack of trust, and increased anxiety levels for both the dental hygienist and client as well as the collection of inaccurate data and diagnosis, improper care planning, and treatment. 8 The client and provider language disparity can be a major barrier to communication and dental care. As a result, the use of an interpreter may be necessary in cases where the client is not proficient in English. 18 This person should be a trained interpreter and, if possible, should not be a family member. A family member may be too emotionally involved; the patient may have privacy concerns and in the process withhold sensitive information to avoid upsetting the family member. 19 Moreover, the dental practitioner may find it difficult to develop a rapport with the client when using an interpreter. The practitioner should try to concentrate on looking at the client rather than the interpreter during communication and plan to pause and use extra time for translation, repetition, clarification, use of visual aids, and socialization to dental hygiene care. 8 The use of open-ended questions is a means of conveying interest in a client and their needs and will produce more detailed and valuable information than using simple questions that can be answered with either yes or no. 20 The dental hygienist should be aware patients from some cultures may feel it is disrespectful to ask questions, so they simply smile and nod politely. This seemingly polite behavior may be wrongfully interpreted by the practitioner as being indicative of agreement on the part of the client. 18 To be successful in the mediation of cultural differences, the dental hygienist must be mindful of not only the verbal but also the nonverbal cultural variations in communication. Nonverbal communication and behaviors compromise at least 70% of all communication. 19 However, use and meaning of hand gestures, acceptable physical touching, proximity, and eye contact differ depending upon cultural background and should be used with caution. For example, the "okay" sign used in the United States culture means "money" in the Japanese culture, "nothing" or "zero" in France, Zimbabwe, and Argentina, and it signifies a body orifice in Eastern European cultures. The "thumps up" sign is seen as a vulgar connotation in Iranian culture, and the use of a forefinger to point is viewed as rude in Chinese culture. In Middle Eastern and African cultures the left hand is seen as unclean and only used for personal hygiene and never used for handshakes and presenting gifts. 21 Therefore, the dental hygienist should use less hand gestures if there is any reason to believe they could be misinterpreted by the client.
Physical touching and eye contact also varies from culture to culture. While African Americans and Hispanics are more likely to prefer close proximity when communicating, Asians, Middle Eastern, and individuals who practice the religion of Islam may not. Direct eye contact in Native Americans and Chinese cultures may be seen as a sign of disrespect, while Hispanics view this as a show of concern and attentiveness. 20 To avoid these problems the dental practitioner should observe the client's verbal and nonverbal expressions for indications of discomfort and should follow the client's lead in regards to proximity and eye contact. 1 Gender also plays a significant role in the utilization of dental hygiene care. In Muslim cultures, women prefer to be seen by a female healthcare provider rather than a male. Some Asian mothers prefer they and their daughters be seen by a female dentist. These behaviors are related to the value these cultures place on modesty. 18 Therefore, a client should be given the option or be asked of a gender preference at the initial time of contact with the dental practitioner.
While communication, language, non-verbal contacts, and gender play a major role in the creation of barriers to dental health messages, educational status of the clients are also critical in utilization of such messages. A study of first-grade children by Ismail and Sohn 16 was done in NovaScotia, Canada where all children are covered by one insurance program that provides basic preventive, restorative, and surgical services. They found despite universal access to dental care, children whose parents had a low level of educational attainment had more carious teeth than did children whose parents had completed higher levels of education. The Center for Disease Control National Health and Nutrition Examination Survey of 1999 -2002 found a correlation between the prevalence of untreated tooth decay in permanent teeth and education in adults. 22 In 1999 to 2002 approximately 41% of adults with less than high school education had at least one or more untreated decayed permanent teeth compared to 14% of adults with more than a high school education. In addition, 13.5% of adults with less than a high school education were edentulous compared to 3.5% of adults with more than a high school education. 22 Sundby and Petersen found almost all Danish mothers who had more than seven years of education, with children at 15 years of age, 7% of them had dental caries in their incisors or smooth surface compared to only 33% of mothers of a Turkish background with seven years or more of education, and 26% of Turkish adolescents had dental caries in incisors or smooth surfaces. 23 Sundby and Petersen concluded the number of years of education received by parents, specifically mothers, was a factor for dental health in children. 23 For children in particular, mothers rather than fathers of ethnic minority groups were responsible for taking care of the child's dental health. Mothers due to their lower number of years of education were not actively employed as well and did not have sufficient experience in the new language, which contributed to relatively poor communication skills and its affect on dental health.
Cultural Competency in Education and Practice
To practice effectively in a pluralistic society such as the United States, the dental hygienist cannot properly provide complete care from an ethnocentric perspective without becoming culturally and educationally competent. The dental hygiene practitioner must be able to assimilate cultural care into the dental hygiene process of care in order to provide effective, quality dental care. 24 The current population demographics reveal an increasingly multicultural society; therefore, dental hygienists must be prepared to practice in a culturally sensitive and appropriate manner to deliver optimal oral hygiene care to all clients.
Professional Implications in Education and Practice
Providing oral healthcare based on the clients' individual needs is the cornerstone of dental hygiene practice. The Commission on Dental Accreditation states in order to effectively interact with and treat diverse population groups, graduating dental hygiene students must be competent in multicultural, interpersonal, and communication skills. 25 The American Dental Hygienists' Association (ADHA) Code of Ethics for Dental Hygienist includes beliefs, fundamental principles, and core values requisite to the provision of cross-cultural dental hygiene care in a multicultural society. The United States Department of Health and Human Services (USDHHS) states in its Healthy People 2010 report there is a need for a "cadre of clinically and culturally competent providers" who are available to provide care where different languages, cultures, and healthcare beliefs would otherwise create barriers to care. 26 According to Fitch 23 , in order for dental hygiene educators to teach cultural care they must first become educated themselves. The support for educating educators on cultural care is provided by the USDHHS, which recommends government support for special care training programs including cultural competence for faculty, dental students, and dental healthcare providers. Morey and Leung state dental hygiene educators need to consult with their colleagues in nursing, psychology, and cultural anthropology when planning and developing transcultural curricula. 27 Dental hygienists are required to obtain continuing education credits during each licensure period, and courses in cultural competence would be a valuable option to meet this need. The ADHA endorses the concept of cultural competence and sponsoring continuing education programs addressing cultural care can also be a valuable educational option. 23 In addition, dental and dental hygiene programs in local colleges and universities as well as private dental practices can provide in-service programs presented by knowledgeable, culturally competent dental hygiene educators, dentists, or consultants.
Fitch 23 states if dental hygiene cultural care is to become a reality, it is imperative dental hygiene programs actively recruit faculty and students from diverse cultural backgrounds in order to enhance the development of cultural awareness and competence. Faculty and student cultural diversity should ideally reflect population demographics. This is a difficult task because a lower proportion of minorities enroll in postsecondary institutions due to lower high school completion rates, disproportionately higher poverty rates, attendance at academically poorer elementary and secondary schools, limited access to medical care, and lack of access to educational and career opportunities. 28 The dental hygiene profession has the least culturally diverse workforce of dental healthcare providers when compared to dentists, dental assistants, and dental laboratory technicians. As a result of the insufficient number of minorities entering the dental hygiene profession, there is shortage of minority dental hygiene faculty. Dhir 27 states in order to meet the challenge of increasing minority representation in the dental hygiene profession, dental hygiene program administrators and educators must increase efforts to recruit and admit qualified minority applicants. Dhir found non-hispanic whites comprised 89.5% of all dental hygiene students and 93.2% of all dental hygiene faculties. Minorities comprised the remaining 10.5% and 6.8% of dental students and faculty, respectively. Dhir concluded the small percentage of minority students and faculty in dental hygiene programs was due to a lack of knowledge about and interest in the dental hygiene profession, lack of academically qualified minority applicants, and lack of recruitment efforts by dental hygiene programs. 27 Curriculum changes within dental hygiene programs are a must in order to meet the demands of the diverse population. In Japan, dental hygiene education and associate programs are shifting from two to three year programs in order to meet the diverse needs of society. Health problems within a rapidly aging population require dental hygienist to provide client care that is not just highly professional but also individualized. 29 To meet the need of the aging Japanese population, the Miyagi Advanced Dental Hygienist College developed a course in dysphagia management which was taught to third year students.
Recognizing the ever-increasing need for qualified, professionally competent, and an evolving profession of dental hygiene, the University of the Pacific in San Francisco, CA, USA has a three year accelerated Bachelor's degree program. The program is more patientcentered and follows a humanistic teaching approach with community-based experiential learning.
Conclusions
Students' clinical experiences with clients of diverse cultural backgrounds are dependent upon the cultural makeup of the community. Dhir found there was a moderately strong positive relationship between the ethnic/racial group composition of students in dental hygiene programs and the corresponding state population. 27 However, there was a weak positive relationship between faculty in dental hygiene programs and the corresponding state population of the same ethnic/racial groups. 27 In programs where the community's diversity is limited the program might arrange for exchange programs with other dental hygiene programs with a more culturally diverse clientele. Organizing community outreach focus groups, attending cultural events, and developing collegial relationships with other health professionals from various ethnic and minority groups would allow dental hygienists to become more familiar with different cultures and their oral health practices, attitudes, self care beliefs, and concerns. 23 The current Dental School Accreditation Standard 2-17 states "graduates must be competent in managing a diverse patient population and have the interpersonal and communication skills to function successfully in a multicultural work environment". 30 The Oral Health in America: A Report of the Surgeon General found there were disparities in oral health based on race, culture, and ethnicity. 31 For example, African-American males are diagnosed with oral cancer at a later point in the disease than whites, and the mortality rate for black men is far greater than it is for whites. The Institute of Medicine 's (IOM) report on Unequal Treatment found three factors unrelated to healthcare access to the differences in treatments and outcomes between minorities and non-minorities. First, there were inconsistent patient behaviors and attitudes related to compliance with treatment regimens, which attributed to cultural mismatch between minority patients and their providers. 32 Secondly, according to the IOM study includes "provider bias (or prejudice) against minorities; greater clinical uncertainty when interacting with minority patients; and beliefs (or stereotypes) held by the provider about the behavior or health of minorities." 31 And the last factor related to treatment differences between whites and minorities is mandated managed care, which disrupts patients who are accustomed to the continuity and personal relationship provided by traditional community-based providers. 31 Given these realities, there must be a continued high level of concern for oral health services for minority communities. Public health community centers need to increase their local health departments to include a direct oral health education and service component. Long-term care facilities need to provide oral examinations and initiate prevention, education, and oral health treatment services to their residents more frequently. Dental and dental hygiene programs need to support their graduates in establishing or servicing practices in inner-cities or in underserved populations. Create licensure for an Advanced Dental Hygiene Practitioner (ADHP) that can provide oral health service to underserved populations without the current restrictions.
A substantial improvement in the diversity of the oral health student body and eventual workforce is a critical and necessary element in achieving the goals of improving oral health and quality of life and eliminating health disparities. Clients' values and general oral healthcare beliefs are rooted in culture. The current population demographics reveal an increasingly multicultural society; therefore, dental hygienists must be prepared to practice in a culturally diverse environment, in a sensitive and appropriate manner, in order to deliver optimal oral hygiene care.
